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Abstract: (1) Background: Globally, persons with disabilities (PWDs) face numerous challenges
including access to healthcare. This scoping review sought to assess the level of inclusiveness in
Ghanaian health policies and reports for PWDs; (2) Methods: An extensive search and scoping
review of health policies/reports in Ghanaian government websites and Google was conducted.
The Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines
for scoping reviews were followed in selecting and reporting the policies/reports. The program
evaluation and policy design framework was employed for content analysis; (3) Results: Fifteen
policies and reports with political recognition, objectives, and specific resources needed to execute
stipulated plans were included. Although these policies and reports had collaborative partnerships
with various institutions and organisations in development and implementation plans, the level
of inclusiveness of disability issues was very low. Only eight out of the fifteen policies/reports
(53%) reviewed considered PWDs, indicating a low level of inclusion. The definition of disability
was also limited.; (4) Conclusions: To achieve the sustainable development goal of ‘leaving no one
behind’ in line with the provisions of the United Nations Convention on the Right of Persons with
Disabilities and the Disability Act 715 of Ghana, it is recommended that subsequent health policies
should have an in-depth engagement with PWDs from the conceptual design stage right through to
implementation and evaluation.
Keywords: disability; Ghana; policies; scoping review
1. Introduction
Out of approximately one billion individuals worldwide with various types of dis-
abilities, 190 million face substantial challenges in carrying out their regular tasks [1–3].
Thus, persons with disabilities (PWDs) are defined as “those who have long-term physical,
mental, intellectual, or sensory impairments which in interaction with various barriers,
may hinder their full and effective participation in society on an equal basis with others” [4]
(p. 4). The number of PWDS is rising, partly due to the ageing population and the rise
in chronic health conditions [3]. The prevalence of disability in low- and middle-income
countries (LMICs) is higher than in high-income nations and was predicted to be between
10% and 15% of the total population (400 million people) in LMICs [1,2]. Eighty million
of these people live in Africa. In Ghana, PWDs account for three percent (3.7%) of the
population [5].
PWDs are a group of people with special needs and are confronted daily with several
challenges that transcend different aspects of their lives. World-wide policies and strategies
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to minimize these challenges have been initiated. One of such global initiatives is the
United Nations Conventions on the Right of Persons with Disabilities (UNCRPWD) that
has been ratified by 182 countries [6], WHO Global Disability Action Plan 2014–2021 to
remove barriers and improve access to health services and programmes for PWDs [7], the
United Nations Sustainable Development Goals (SDG) 10 outline the commitment to ‘Leave
no-one behind’ [8] in the contextual framework of specific programs and policies aimed at
eliminating the challenges confronting PWDs, while Goal 3 seeks to ‘Ensure healthy lives
and promote wellbeing for all at all ages’. In Ghana for example, the Disability Act 715 was
passed in 2006 to improve the well-being of PWDs and to ensure their inclusion in every
sphere of society [9].
Despite the widespread ratifications of UNCRPWD goals such as easy accessibility,
improvement in health including Sexual and Reproductive Health (SRH), freedom from
exploitation, violence and abuse [10,11], PWDs still face several challenges in life; including
access to health services [12]. The WHO [7] reports that PWDs have about a three-fold
likelihood to be denied medical care and four-times increased likelihood to receive sub-
standard care from health professionals. These challenges may be due to low income, low
levels of education, fewer economic opportunities, or inadequate knowledge of healthcare
workers about how to interact with PWDs and poor infrastructure. In terms of sexual
health, there is a misconception that the sexual health of PWDs is less important than other
health priorities [12,13], and the SRH problems further exacerbate these difficulties. The
aforementioned challenges are interconnected, showing similarity across settings [14,15],
and can be generally categorised into physical structure, transportation [16,17], finance [18],
communication and stigmatization [19]. As a result of these challenges, PWDs have rela-
tively high exposure to adverse health outcomes [20] such as poor health, low quality of
life, chronicity of preventable health conditions, comorbidities, additional impairments,
and SRH-related outcomes including unintended pregnancies [21], miscarriages [10,11],
preterm and low birth weight babies, sexually transmitted infections (STIs) including
HIV and AIDs, sexual abuse, and unsafe abortions [22,23]. The overall health of PWDs,
including their SRH, is important because, when these health problems are not tackled,
they place a huge economic burden on PWDs, their families, society, and the nation at
large [14]. PWDs need to spend their limited resources seeking healthcare. PWDs who
are not employed, in most cases, rely on their families or caregivers for resources to seek
healthcare. The nation, as a whole, also spends additional resources to ensure that those
health problems are solved [14].
The 1994 Cairo International Conference on Population and Development (ICPD)
policy framework has shaped health policies and SRH interventions across various popula-
tions and has been the driving force behind Ghana’s considerable SRH achievements [24,25].
This is evident in the numerous health policies that have emerged over the years including
the National Health Policy (NHP), Reproductive Health Strategic Plan (RHSP) 2007–2011,
National HIV/AIDS and STI Policy, and the Ghana Adolescent Health Service Policy and
Strategy (AHSPS) 2016–2020 [24,26,27].
The population of PWDs in Ghana is high, but they are still under-represented in
numerous health policies. Within Africa, Lang et al. [28] in their analysis of 7 policies of
the African Union, revealed that PWDs are not well incorporated in all the policies. There
were problems with target definition, monitoring and evaluation of activities outlined
by the policies. In Ghana, Mprah et al. [29] revealed that the National Population Policy
(NPP) categorises PWDs and the aged as a homogenous group with similar prescribed
strategies, even though they have distinct health needs. Other policies, such as the Ghana
National HIV/AIDS & STI Policy, also discuss disability in the context of social protection
but not within the frame of SRH [30]. Generally, the perception among population of
persons without disability is that PWDs are not sexually active, therefore, there is no need
to advocate and make provisions for them in some health policies, and in SRH policies in
particular [31]. Nonetheless, SRH is a major component of health and a greater resource
for sustainable development but risky sexual practices, unsafe abortions, STIs and other
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pregnancy-related complications greatly contribute to the morbidity and mortality in many
LMICs [29,30,32]. Despite this, the SRH needs of PWDs have been neglected [29,30,32].
According to Hashemi et al. [32], PWDs are more likely to have poor general health
outcomes when compared to those without disabilities. Therefore, the omission of disability
in health policies in Ghana may pose a threat to their needs and outcomes [31]. For example,
Jamali [33] postulates that less priority and specificity of disability in SRH policies can
significantly reduce the likelihood for PWDs to seek HIV counselling and related health
services. The non-inclusion of disability in health policies may retard advocacy and health
interventions targeted at PWDs since there are no clear guidelines and implementation
targets. Moreover, the marginalization and stigmatization of PWDs based on their SRH
choices and needs may be potentially compounded if efforts are not made to foster their
inclusion in Ghanaian health policies. This is reiterated by Mfoafo-M’Carthy et al. [31]
who recommended that, in order to advance the rights of PWDs in Ghana, a move towards
inclusiveness should be considered.
Previous studies on the inclusion of disability in policies and research have been
conducted by Mprah et al. [29] and Abdul Karimu [30]. These reviews were specific and
limited in scope. Specifically, Mprah et al. [29] reviewed how disability-related issues
have been included in SRH policies and research, while Abdul Karimu [30] examined the
inclusion of adolescents with disabilities in the AHSPS 2016–2020. This current review
is novel as it considers all the major health policies and reports in general. It also uses
the most recent policies in health to see if there has been a change or addition as far
as disability and health policies/reports are concerned in Ghana. Therefore, to promote
inclusiveness of disability in health policies/reports in Ghana, it is important to understand
the current level of inclusion of PWDs. The primary aim of this review, therefore, is to
present a comprehensive analysis of the level of inclusiveness of disability in Ghanaian
health policies/reports. With SDG 3 and 10 aiming to ‘ensure healthy lives and promote
wellbeing for all at all ages’ and to ‘leave no one behind’, respectively, this review is relevant
in promoting equality, dignity and nondiscrimination in the scope of health policies in
Ghana. As Ghana aims to achieve universal health coverage, this review is timely because
it will inform policy and implementation strategies towards inclusiveness in the country’s
health policies. It will also serve as a progress barometer for gauging the objective of
achieving inclusiveness in the disability act of Ghana since its inception in 2006.
2. Materials and Methods
For this scoping review, the authors followed the five major steps of the methodologi-
cal framework of Arksey and O’Malley [34]: (1) “identifying the review/research question”
(2) “identifying relevant studies (policies/documents)”, (3) “study selection”, (4) “chart-
ing the data”, and (5) “collating, summarizing, and reporting the results”. We skipped
the framework’s consultation phase because this is an optional step. Previous studies in
sub-Saharan Africa, notably in Ghana [25] and elsewhere [35], used this methodological
framework in the scoping review of policies.
2.1. Phase 1: The Review/Research Question
The following review questions were considered:
(1) What are the health policies/reports in Ghana?
(2) To what extent do these policies/reports include PWDs?
Another conceptual framework for evaluating program and policy design on ado-
lescent reproductive health was utilised to define the review objectives and guide data
analysis [25,36] (Figure 1). This framework was chosen for two reasons: First, it has been
applied in previous SSA studies [25,36] including Ghana [25]. Second, some of the frame-
work’s core issues are key extractable variables from the policies to assess the extent of
disability inclusion in Ghana’s health policies/reports.
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Figure 1. Reproduced with permission: Conceptual framework for evaluating program and policy design. Source:
Calves [36].
The various components of the framework and its application in this review are as
follows: The degree to which disability-related issues are recognised as national issues
and are prioritized is referred to as political recognition. This could be in the form of
the government officials or, in some cases, the relevant minister (designated government
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official) signing a particular policy. It could also take the shape of political leaders’ state-
ments expressing their support for the goals and objectives of the policy. In this sense, the
inclusion of disability-related concerns such as access to health care, stigma, discrimination
and economic empowerment within the country. The formulation component considers
the policy’s inception date and stage of development, and whether the policy is new or an
amended version. The people for whom the policy was established are referred to as the
target group. The scope of operations and financial and human resources used to imple-
ment the policy are all considered in the implementation plan of the policy. The monitoring
and evaluation plan focuses on monitoring methods and the inclusion of an assessment
plan in the policy to ensure that the objectives are achieved. The roles and number of
partners involved in the policy are assessed in terms of coordination and collaboration.
Finally, the extent and level of inclusion is viewed as how the target groups (PWDs) are
involved at each level of the policy formulation process [25,36] (See Figure 1).
2.2. Phase 2: Identifying Relevant Policies
The data were gathered from Ghanaian health policies/reports. The main criterion for
inclusion was being a health policy/report. There was no limit on the age of the policy, how-
ever, with policies that were revised, the most recent version was used. An initial search was
conducted using the following databases: Scopus, Medline/PubMed, CINAHL/EBSCO,
and Web of Science. Search terms employed included “sexual and reproductive health poli-
cies” or “health promotion policies” or “health education policies” or “health services poli-
cies” or “youth policies” or “reproductive health policy” or “sexual health policy” or “sex-
ual education” or “maternal health policy” or “health insurance policy” or “contraception or
abortion” or “sexual health or STIs or STDs policy” or “comprehensive sexuality education
policy” or “family planning and contraception or sexual violence or sexuality policy”. This
search yielded only one result [29]. As a result, we resorted to Google to search for health
policies/reports via the websites of national health departments/ministries. The search
took place between 17th May and 24th May 2021. The various websites of the ministries
such as the Ministry of Health (MOH) (https://www.moh.gov.gh/policy-documents/,
accessed on 18 May 2021), Ministry of Gender, Children and Social Protection (MGCSP)
(https://www.mogcsp.gov.gh/, accessed on 18 May 2021), National Population Coun-
cil, Ghana Statistical Service (https://statsghana.gov.gh/, accessed on 20 May 2021) and
the Ministry of Education (MOE) (https://moe.gov.gh, accessed on 20 May 2021) were
searched. The search found 41 policies/reports from Google and 23 policies/reports on
government websites.
2.3. Phase 3: Study Selection
As shown in the PRISMA flow diagram in Figure 2, a screening procedure was used
to select the final sample of policies and reports for review [37] (Supplementary Table S1).
Of the 64 policies/reports retrieved from phase 1, 30 were excluded because they did not
meet the eligibility criteria. Nine policies/reports were excluded because they were old
versions of otherwise included documents. In the final stage, 15 policies/reports were
included in this scoping review. These were the NHP [38], the 1994 NPP [39], National HIV
and AIDS, STI policy [27], Adolescent Health Service Policy and Strategy (AHSPS) [40], the
2007 Reproductive health strategic plan (RHSP) [41], the 2016 Domestic Violence Report
(DVR) [42], the Criminal Offence Code (COC) [43], the National Survey of Adolescents
(NSA) [44], the National Health Insurance Scheme policy (NHISP) [45], National Gender
Policy (NGP) [46], the 2017/18 Multiple indicator cluster survey (MICS) [47], National
Reproductive health service policy and standards (NRHPS) [48], the Ghana Family Plan-
ning Costed Implementation Plan (GFPCIP) [49], the 2014 Ghana Demographic and Health
Survey (GDHS) [50] and the 2017 Ghana Maternal Health Survey (GMHS) [51]. Figure 2
depicts the policy search and screening process in detail.
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2.4. Phase 4: Charting the Data
A matrix was constructed in Excel for extracting and displaying data from the policies
(Table 1). The matrix aided data organization by ensuring that extracted data aligned with
the components of the conceptual framework (Figure 1). The specific variables of interest
guided by the framework included: (1) “political recognition”, (2) “policy initiation”,
(3) “target group definition”, (4) “policy objectives”, (5) “scope of activities”, (6) “financial
and human resources”, (7) “monitoring and evaluation plan” (8) “level of cooperation and
collaboration”, and (10) “level of PWDs inclusiveness in health policies/reports in Ghana”.
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N/A: Not applicable; IEC: information, education and communication; M and E: monitoring and evaluation; X: Not described;
√
: Described. PWD: Persons with disabilities; MHS: maternal health services;
ANC: Antenatal care; PNC: Postnatal care; STIs: Sexually transmitted infections.
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2.5. Phase 5: Collating, Summarizing and Reporting the Results
The fifth stage of the methodological framework of Arksey and O’Malley [34] entails
collating, summarizing and reporting the results. This was guided by content analysis
which involves “a systematic coding and categorizing approach used for exploring large
amounts of textual information unobtrusively to determine trends and patterns of words
used, their frequency, their relationships, and the structures and discourses of communica-
tion” [52]. Content analysis examines who says what, to whom, and with what effect in
order to identify the qualities of a document’s content [53]. This was used to analyse the
policies/reports using the conceptual framework as a guide (Figure 1).
3. Results
Table 1 shows the essential components of the health policies/reports based on the
conceptual Framework (Figure 1). The specific issues extracted from the policies/reports
are also discussed as follows:
3.1. Political Recognition
From the 15 policies/reports reviewed, the NSA was the only document that did
not show any evidence of political recognition. Political recognition in the 14 documents
were indicated by government officials or, in some cases, the relevant minister (designated
government official) signing the documents. For example, the NHP [38] was signed by the
current President of the Republic of Ghana and the Minister of Health. The 2013 National
HIV and AIDS STI policy was also signed by the former President of the Republic of
Ghana [27]. All these reflect the political recognition of the policies. Political recognition
was also evident in some of the statements made by government and government repre-
sentatives on some of the documents. A typical example is captured in this excerpt from
the AHSPS [40] (p. ii):
“there is the need to create a safe and supportive environment, ensure access to appro-
priate information, ensure that health facilities provide goods and services including
counselling on mental health, nutrition, sexual and reproductive health, ensure the active
participation of young people in programmes affecting them and their protection from
all forms of violence, harmful practices especially focusing on the more vulnerable such
as pre adolescents, younger adolescents, pregnant adolescents, adolescents practising
prostitution directly or indirectly and adolescents living with HIV and AIDS”.
As most of the policies gained political recognition, hence the need to align them with
international goals or targets such as the SDGs. For instance, the current President of the
Republic of Ghana made this statement in the NHP [38] (p. 7).
“ . . . The Policy has been inspired by the overall national medium-term policy framework,
set out in the Coordinated Programme of Economic and Social Development Policies
(2017–2024), and recognises several global, continental and regional compacts and policy
frameworks, such as SDGS, the International Health Regulations, the African Union
Vision 2063: The Africa We Want, the ECOWAS Vision 2020 and the African Health
Strategy (2016–2030)”.
3.2. Policy Initiation
In terms of policy initiation, the 15 selected policies/reports spanned from the 1960s
to 2020. Some of the policies, such as National HIV and AIDS, STI policy [27], NHP [38],
and the 1994 NPP [39] were revised policies, while the others were newly implemented
policies aimed at monitoring the general population’s health and well-being. The amended
policies were adopted to keep up with the changing nature of health challenges confronting
Ghanaians. For example, the 2013 National HIV and AIDS, STI policy [27] was revised to
accommodate the new dynamics of STIs within the country. It emphasised the intensifica-
tion of HIV prevention efforts by prioritising core groups of people, such as men who have
sex with men, female sex workers, people who inject drugs, prisoners, clients of female sex
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workers, and sexual- and needle-sharing partners of persons living with HIV. In the same
vein, the NPP was also revised in 1994 to tackle new population dynamics. For instance,
the policy was revised to incorporate new conditions such as HIV and AIDS discovered
around the 1980s. One of the specific rationales for the policy states: “One other factor that
needs careful attention is the issue of sexually transmitted diseases including HIV/AIDS” [39]
(p. 7).
3.3. Target Group Definition
This review sought to examine the specific groups these policies targeted. While
some of the policies targeted specific groups, others targeted the general population. For
instance, the 2017 MHS [51] targeted women aged 15–49 years; the AHSPS [40] targeted
young people aged 10–24 years, while the National HIV and AIDS, STI policy [27] targeted
the general population but with emphasis on people living with HIV and AIDS. While
some of the general groups included PWDs [47], others [42] did not. It can be inferred
that most of these policies did not consider PWDs as a core group during the policy
formulation rocess.
3.4. Composition of the People Who Developed the Policy/Advisory Panel
Another key variable considered in this scoping review was the composition of the
people who developed the various policies implemented (advisory panel). While most
of the policies (e.g., [39]) stated that they consulted several agencies and individuals in
drafting the policies, only the AHSPS [40] included the National Commission for PWDs.
The remaining 14 policies/reports (NHP, NPP, National HIV and AIDS, STI policy, DVR,
AHSPS, COC, NSA, NHISP, NGP, MICS, NRHPS, GFPCIP, GDHAS, and GMHS) did
not include any organisation or a person with disability in the design or drafting of the
policies/reports. This is another evidence of the low level of inclusion or engagement of
PWDs in policy formulation.
3.5. Disability Issues Addressed
This section of the review focused on the disability-related issues that were discussed
in the various policies/reports. While some of the policies did not include anything related
to disability, some of the documents devoted sections to discuss disability-related issues.
For example, eight policies (the 2017 GMHS, AHSPS, MICs, the NPP, COC, NHP, NHISP,
and the NGP) captured disability-related topics. These included exemption from payment
of the National Health Insurance premium, as stipulated in the NHISP [45], the COC [43]
also tackled disability-related issues, although the words used to describe PWDs were
derogatory. For example, in relation to abortion, one policy states “where the pregnancy is
the result of rape, defilement of a female idiot or incest and the abortion or miscarriage is requested
by the victim or her next of kin or the person in loco parentis, if she lacks the capacity to make such
request” [43] (p. 47).
This is quite problematic (discriminatory) if abortion can be requested by another
person on her behalf assuming that she lacks capacity, which is a clear violation of article
12.2 of the UNCRPWD which states that:
“ . . . States/parties shall ensure that all measures that relate to the exercise of legal
capacity provide for appropriate and effective safeguards to prevent abuse in accordance
with international human rights law. Such safeguards shall ensure that measures relating
to the exercise of legal capacity respect the rights, will and preferences of the person, are
free of conflict of interest and undue influence, are proportional and tailored to the person’s
circumstances, apply for the shortest time possible and are subject to regular review by a
competent, independent, and impartial authority or judicial body. The safeguards shall be
proportional to the degree to which such measures affect the person’s rights and interests”.
[4] (p. 10–11).
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In the AHSPS [40] (p. 26) it states that “Special attention shall be given in provision of
adolescent and youth health education and services to ensure that the peculiar needs of those with
disabilities and vulnerable groups are recognized and taken care of and their interests advanced”.
Disability-related issues were also captured under the 2017 MHS and the 2017/18 MICS
survey by adopting the Washington Group on Disability Statistics’ questionnaire [47].
Similarly, the RHPS [41] was primarily concerned with birth control for women who were
“mentally disabled”. The guidelines even specify that family-planning decisions for the
mentally ill should be determined by their relatives. Surprisingly, the 2014 GDHS [50]
which is the 6th version since its inception in the 1980s, seeks to monitor public health
related issues in LMICs including Ghana, did not capture any issue related to disability.
This is another evidence that the attention given to disability-related issues are cursory in
most of the health policies/reports implemented in Ghana.
3.6. Policy Objectives
In general, almost all included policies had both general and specific objectives. Most
of the objectives were qualitative without timelines and specific targets. However, the
AHSPS and FPCIP had quantitative objectives that had timelines attached to achieve their
desired objectives. The FPCIP [49] for example, had a quantitative objective of increasing
the modern contraceptive use among currently married women from 22.2% to 29.7% by
2020 and to 33% for all contraceptive methods in 2020. With unmarried sexually active
women, the policy seeks to increase the modern contraceptive prevalence from 31.7% to
40% by 2020 and up to 50% for all methods. Examples of the qualitative objectives can be
found in the NHP [38], such as to strengthen the healthcare delivery system to be resilient;
to encourage the adoption of healthy lifestyle; to improve the physical environment; to
improve the socio-economic status of the population; and to ensure sustainable financing
for health. The 2014 GDHS [50] (p. 5) also had this objective “to provide recent and reliable
information on fertility, family planning, infant and child mortality, maternal and child health,
and nutrition”. The 2007 RHSP [41] objective was to “improve the health and quality of life of
persons of reproductive age and newborn children by providing high-quality reproductive health
services”. Its strategic objectives focused on reducing maternal and neonatal morbidity and
mortality, promoting and increasing access to quality reproductive health services, and
increasing contraceptive prevalence and access. Most of the objectives did not capture
PWDs (e.g., National HIV and AIDS, STI policy, DVR, NSA, GDHS, and GMHS). Some of
the policy’s aims were explicit and clear on how to improve and include PWDs in their
programming [46]. For example, the gender policy and the NPP had specific objectives for
PWDs. The NGP [46] (p. vii) indicates that:
“ . . . The overarching goal of this Policy is to mainstream gender equality concerns
into the national development processes by improving the social, legal, civic, political,
economic and socio-cultural conditions of the people of Ghana particularly women, girls,
children, the vulnerable and people with special needs; persons with disability and
the marginalized”.
3.7. Scope of Activities
This refers to the various activities to be carried out to ensure that the objectives of
the policy are achieved. In general, all of the policies defined a wide range of operations
to achieve their goals. Apart from the nationally representative surveys (GDHS, MHS,
MICS and DVR), some of the policies had specific activities. For example, the RHSP [41]
outlined the following scope of activities: information, education and communication, be-
havioural change, communication, improving access to maternal healthcare services (such
as antenatal care, skilled delivery and post-natal care), promotion of access to contraceptive
prevalence, and using community based volunteers. The AHSPS [40], also outlined the use
of social- and behavioural communication-change strategies, ensure increase in access to
healthcare for adolescents, and training (needs assessment of staff, and capacity building
of staff). Considering this, some of the policies only captured a few specific activities to
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be carried out on PWDs. The NPP [39], for example, stated that it will employ the use of
education, form a national coordinating committee on disability, enact laws and enforce
existing ones, and provide assistance to PWDs. In addition, Section 5.9 of the NPP [39]
(p. 27) also seeks to ensure that it creates opportunities for participation. It states that “To
promote sound welfare programmes that would take care of the special needs of the youth, the aged,
persons with disabilities and other vulnerable groups”.
3.8. Financial and Human Resources
In this review, financial resources include monetary incentives, while the human
resources are those that are required to aid the implementation and execution of the issues
outlined. Human resources are needed to develop the policies and implementation of all
the issues. Financial resources are needed to pay the human resources that help with the
execution of policies. Some of the policies like the FPCIP [49], NHIP [45], and RHSP [41]
specified the exact monetary values required to carry out their activities. However, they
did not indicate how PWDs will also serve as human resources in the formulation or the
execution of the specific activities of the policies.
3.9. Monitoring and Evaluation Plan
This review also investigated if the policies/reports had a monitoring and evaluation
mechanism and performance indicators, and if so, whether these indicators were clear
and related to the policies’ objectives or not. The 2014 GDHS, 2017 MHS, MICS, DVR,
COC and NSA did not have any monitoring and evaluation plans because the majority
were reports released periodically. For example, the 2014 GDHS is the 6th version of the
demographic and health survey report since its inception in 1988. The 2017 MHS is also the
second version of the maternal health survey after the first one was conducted in 2007. The
remaining policies had specified monitoring and evaluation plans. Some had performance
indicators such as the RHSP [41], NHP [38], and FPCIP [49]. For example, the NHP [38]
indicated that the “monitoring of the progress and achievement of the health outcomes
will be routine and continuous (quarterly, half-yearly and annual)”.
In the NPP [39] (p. 46), monitoring and evaluation was also captured as:
“The importance of reliable and timely collection of demographic data for formulation,
monitoring and evaluation of development programmes cannot be over emphasized.
Different strategies such as timely collection of data, strengthening the capacity of the
Ghana health service and all training and research institutions and the enactment of laws
governing the registration of vital events”.
The NGP [46] also stated that “Monitoring and Evaluation shall be an essential strat-
egy in the implementation of the NGP”. In terms of disability-related objectives, most of
the policies did not clearly specify how the monitoring of those objectives in PWDs will be
conducted. For example, the NGP [46] (p. 45) stated thus: “Monitoring and Evaluation
processes shall be put in place for each core component of the policy commitments to
determine effectiveness, efficiency, economy, and equity compliance. These will be done
via monthly update, 6 monthly monitoring and quality assurance monitoring and annual
performance reviews”. It did not indicate how the PWDs related objectives will be moni-
tored and evaluated. This is not different from what was captured in the AHSPS [40]. All
the performance indicators failed to specify that of the PWDs.
3.10. Level of Coordination and Collaboration
The level of cooperation and collaboration on various policies was also captured
in this review. The bulk of the policies partnered with a variety of multi-national and
non-governmental organisations such as United States Agency for International Devel-
opment (USAID), UNFPA, European Union, WHO, UNICEF, UKAID and the National
Commission for PWDs. For example, the DHS [50], MHS [51], and MICS [47] collaborated
with organisations such as GSS and GHS. Financial support for the survey was provided by
international organisations, such as the USAID, Global Fund, UNICEF and the Government
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of Ghana. Generally, apart from the COC [43] and the NSA [44], all the policies recognised
the importance of coordination and collaboration. As this aided in the smooth delivery and
achievement of policy objectives, most of these organisations also helped with the provision
of human and financial resources. In the AHSPS [40], collaboration and coordination was
well-captured as a strategic objective to “promote partnership and inter-sectoral collaboration
among adolescent and youth groups, relevant institutions and communities in the provision and
utilization of Adolescent and Youth Responsive Health Service” [40] (pp. 28–29).
3.11. Level of Disability Involvement
At each stage of the policy-making process, the extent and level of disability participa-
tion were reviewed (formulation, implementation plan, monitoring and evaluation). Only
eight (AHSPS, NHP, MHS, MICS, NGP, NPP, COC, and NHISP) of the 15 policies involved
PWDs. Assessment of policies that captured issues relating to disability such as the 2017
GMS, MICs, AHSPS and NGP, indicated that only the GP included an organisation on
persons with disabilities in the drafting of the policy. In the two other documents (2017
MHS and the 2017/2018 MICS), disabled people were only part of the participants in their
study either directly or indirectly [47].
With direct involvement, the PWDs were considered as a key population in the policy
design. Typical examples include the AHSPS, NPP and NGP. The NPP [39] (p. 7) states that
“The issue of disability in our society also deserves serious consideration. Although
official figures of registered persons with disabilities in the country in 1990 was 47, 397,
it is believed, that unofficial figures might be well over 1 million. The proper sustenance
and rehabilitation of these disabled persons demands serious attention”.
The AHSPS [40] (p. 23) also included disability issues directly, and this is captured
under the strategic objective as “improve access to specified packages of health services that are of
high quality, gender sensitive, disability-responsive in an appropriate environment at all levels”.
However, various issues also demand attention to ensure that adolescents with disabilities
are adequately considered. For example, the policy’s goal is to provide a systematic method
to understanding and prioritizing adolescent health needs, as well as planning, monitoring,
and evaluating adolescent health programs. Yet, it fails to address the health requirements
of adolescents with impairments. It also demonstrates that teenagers and young girls
without disabilities are more aware of contraception and utilise it, but there is no mention
of the situation among adolescents and young girls with disabilities. In addition, the
policy stated that the majority of Ghanaians lack access to reproductive health counselling,
contraception, and safe abortion services, and that even in areas where these services
are available, young people’s access is limited due to distance to services, provider bias,
inconvenient opening hours, legal restrictions and negative labelling. The guidelines didn’t
specify how negative attitudes and distance from services influence adolescents and young
people with disabilities’ health-seeking behaviours.
In general, the health needs of PWDs are inadequately captured in Ghana’s health
policies, based on the 15 policies examined. Rather, disability is referenced only in passing
in selected sections. Even in policies that claim to add disability-related issues, disability
only appeared in a few sections. For example, the NHP mentioned disability in only
six pages (10,11, 14, 18, 20, and 30) out of the 46 pages of the document. This gives the
impression that disability-related issues were not considered as integral components of the
policy. Furthermore, prior to the AHSPS [40], PWDs were labelled as minorities, vulnerable
persons, or those with compounded vulnerabilities. This meant that a thorough assessment
of the requirements of PWDs as well as appropriate interventions were not carried out.
In the NPP [39] for example, while women and teenagers were treated individually,
PWDs and the aged were lumped together and given the same treatment, despite the fact
that their problems and needs are not always the same. The Ghana National HIV/AIDS and
STI Policy [27] for example, solely captured PWDs in terms of social protection. Meanwhile
they are already a marginalized group that experiences various obstacles and challenges,
including sexual violence, which can easily predispose them to STIs including HIV and
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AIDs. Therefore, the SRH- and STIs-prevention needs of PWDs were not considered. The
2014 GDHS [50] for example, looked at the links between reproductive health and a range
of variables. It provides a wide picture of the demographic characteristics and health
condition of Ghana’s general population. Nonetheless, it failed to add PWDs. In terms of
STIs and unwanted pregnancies, the NSA supplied extensive data on adolescent risk-taking
and health-seeking behaviour. The document examined a variety of issues, including social,
behavioural, and economic factors that could increase the vulnerability of adolescents
to SRH problems, knowledge about prevention methods, trusted sources of information,
and healthcare and barriers to putting what they learned into practice. Nevertheless,
adolescents with disabilities were missing out of these measures. In NRHPS [48], the
emphasis is mainly on birth control for “mentally disabled” women. The regulation
specifies that the next-of-kin should make decisions on family planning for the “mentally
disabled”. In as much as this is a way to ensure that persons with mental disabilities use
family planning methods, this is unfortunate because in addition to mental disability, there
are various forms of disabilities including visual, hearing, and physical disabilities.
There are also instances in which PWDs are considered in the policies/ reports, but
with a negative connotation. For example, the COC [43] used the world “female idiot” as
a justifiable reason to terminate a pregnancy. The specific reason why the pregnancy can
be terminated is not well articulated. Another major issue about the inclusion of PWDs in
policies is the accessibility of the policies to the general population and PWDs in particular.
Although all the policies that were captured in this review were online, none of them
explained how efforts are being made to ensure that PWDs get easy access to these policies
in different formats, such as braille or audio versions in the languages they understand.
This is peculiar to those who can read, but what about those who cannot read and write?
4. Discussion
This review assessed the inclusiveness of PWDs in Ghanaian health policies and
reports. Almost all the fifteen policies were backed by political recognition, but the level of
inclusion of disability issues was low. The use of both financial and human resources to
achieve stated objectives was observed in all the policies. However, only a few of these
policies described the costs associated with various activities to be carried out. Some
of the policies also acknowledged the important roles of collaboration and coordination.
Previous studies [25,54,55] indicated that political recognition is a key factor in policy
development and implementation. Similarly, Birdthistle and Vince-Whitman [56] noted that
clear national policies and documents were often critical to the success of SRH programs.
Despite the political recognition in these policies, the level of involvement of PWDs
remains low. Only eight of the policies considered disability-related issues with varied
levels of inclusiveness. There were variations in the attention given to them. Some of
the policies treated disability and the aged as a similar group, while others considered
disability in a narrow sense of “mental disability” and some connoted disability in a
negative sense [43], which is against the article 12.2 of the UNCRPWDs [4] (pp. 10–11).
This confirms a previous study by Mprah et al. [29] who focused on only SRH policies
and found that the inclusion of PWDs was very low. Mprah et al. [29] opined that several
reasons account for the neglect of PWDs in some of the policies in Ghana. Despite the bad
treatment meted out to PWDs being recognised as criminal offences under the Ghanaian
Constitution and the Persons with Disability Act 715, negative perceptions about PWDs
still persist. The policies were designed without the involvement of PWDs and this is a
clear reflection of such negative attitudes and perceptions. They also added that PWDs
were not regarded as either contributors to the population’s problem or economically
productive, and some of the policies and programs were donor funded with limited
government funding. Nonetheless, in this current review, most of the policies had political
recognition, which presupposes that the government has control over the enactment and
implementation of the various policies. Relatedly, Abdul Karimu [30] also reviewed the
2016 AHSPS and concluded that there are various loopholes that need to be considered
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in the policy. For example, she stated that contraception access and counselling are not
well captured among adolescents with disabilities. The findings are also similar in other
parts of the geographic region. For instance, Lang et al. [28] also indicated that the level
of inclusion of disability issues in the African Union policies is very low and this is also
evident in all social protection programs in LMICs [57].
Juxtaposing the findings of this current study with some health policies in other parts
of the world exhibit some discrepancies and similarities. For example, Rwanda’s health
sector policy [58] has indicated that access to health services for PWDs has improved. This
is corroborated by a review conducted by Njelesani et al. [59] affirmed there has been
realisation of the rights of PWDs in Rwanda, pertinent challenges still exist within their
policies. Their health sector policy has outlined that specific protocols for disability-friendly
services shall be established in all hospitals, and that consultation services will be available
at health-centre level for this vulnerable group. Although this is not specific enough, it
has stipulated what will be done at the health-facility level, which was not considered in
the 2020 NHP of Ghana [38]. In South Africa, the inclusiveness of disability issues in their
national health promotion policy and strategy (2016–2019) [60] is not too different from
that which pertains to the NHP [38]. In the South African Health policy, in terms of the
target audience, PWDs have been captured under the term marginalised population. As
this is a great step, the needs of PWDs are peculiar and for that matter, they should not
be lumped with a general group. In terms of the policy formulation, although various
disability organisations such as South African Disability Alliance, Disabled People South
Africa, and National Council for and of people with disabilities exist within the country,
none was mentioned as a partner who assisted in the development of the policy. Simi-
larly, the National Health Promotion Policy of Nigeria, 2019 [61] (p.7) has also captured
disability-related issues. For example, the action point 1, under the objective of fostering
health promotion interventions to address the social determinants of health including
the reduction of inequities, and tackling priority burden of diseases in Nigeria has fea-
tured PWDs. The document also failed to mention the involvement of specific disability
organisations or groups that aided in the development of the revised health policy. In
Namibia, the national health policy framework, 2010–2020 [62] (p.13–14), also captured
PWDs, nonetheless mental health and disability issues were lumped together. This is also
an indication that disability-related concerns have not been given ample attention in some
of the countries also within the sub-region. This reiterates the findings of the WHO [3] that
PWDs have been neglected in most policies and interventions globally.
Despite this, the development of policies by international organisations such as the
WHO make conscious efforts to include PWDs. A typical example is the WHO inclusive
health service toolkit for the WHO western pacific region. In the formulation of the docu-
ments various PWDs and their organisations were actively involved in the development
and design of the toolkit. For instance it states PWDs and their organization, the Pacific
Disability Forum and Inclusive Development and Empowerment Agenda all participated
in the development of the policy [7]. This is also similar to the World Report on Disabil-
ity [1] that was commissioned in 2011. These are examples worthy of emulating in terms of
policy formulation relating to PWDs.
Strengths and Limitations
The use of a validated and well-known model to analyse the policies/reports on the in-
clusion of disability concerns in Ghana’s health policies is one of the review’s key strengths.
The review also considered multiple sources, such as official government websites, those
of various ministries, and Google scholar to identify as many policies/reports as possible.
However, the review was restricted to only Ghana and to policies/reports that were pub-
lished online. We also recognize that the policies may not fully represent all procedures
and actions involved in the policy formulation process. Furthermore, the scoping review is
constrained in its reliance on secondary data derived solely from documents. Primary data
gathering from individuals who designed the policies and initiatives, policy implementers
and various beneficiaries such as PWDs, would have improved the findings.
Disabilities 2021, 1 274
5. Conclusions
This review was conducted to assess the level of inclusiveness of disability issues in
health policies/reports in Ghana. Although most of the policies reviewed had political
recognition, the level of inclusion of PWDs in policy development and objectives is very
low. Specifically, while some of the documents analysed made mention of disability and
the significance of addressing disability concerns, many others did not. The definition of
disability was also limited in some of the policies. The monitoring and evaluation aspect of
some of the policies also failed to consider PWDs. To achieve the United Nations’ SDG 10
of ‘leaving no one behind’ as well as the provisions in the UNCRPWDs and the Disability
Act 715 of Ghana, it is recommended that subsequent health policies/reports engage PWDs
right from the design stage to the implementation of the policies. This will ensure that
PWDs are able to air their grievances and able to make cogent policy inputs borne out of
their personal experiences. Their views on how best to implement the policies and the traps
to avoid in overcoming barriers to successful outcomes will also help with compliance and
contribute adequately to health policies in Ghana. In addition, there should be mechanisms
in place to sensitise PWDs on the policies that are available and how they can access those
policies. It is imperative to clearly specify budgetary and human resource provision and the
plans for monitoring and evaluation of disability-related targets. The research methodology
employed in the current study could also be applied to analyse other sectorial policies, in
Ghana and other countries, on the inclusiveness of disability issues.
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